Promoting weight loss through dietary restriction and behavior modification rarely succeeds, often results in weight cycling (repeated bouts of weight loss and regain) with the potential for serious physical and psychological health risks and contributes to a growing epidemic of dangerous eating disorders. Therefore, continuing to promote such approaches for the purpose of improving health is scientifically indefensible and ethically unacceptable. Contrary to conventional wisdom, body weight is neither an appropriate nor valid measure of human health or self-worth. As with other aspects of Western health care, however, traditional approaches to weight management remain rooted in a biomedical, reductionism paradigm. Practitioners and advocates of alternative and complementary health care must not fall into the trap of merely "plugging in" alternative therapies to this flawed paradigm. This paper will examine the failure of current approaches to weight management, explore the underlying assumptions and basic components of an alternative paradigm for weight and health and discuss the practical implications of this information for alternative health care.
approaches than in the area of weight management. Despite the general agreement of leading experts that diet programs are ineffective for the majority of participants (National Institutes of Health [NIH] ,1992), research and intervention continue to focus on weight loss primarily through dietary restriction. Ironically, with 50 billion dollars a year spent on weight loss efforts (Begley, 1991) , the American population continues to get heavier and we are faced with an epidemic of eating disorders (Garner & Wooley, The author acknowledges that this manuscript does not represent a completely balanced presentation of this issue. It is offered in the belief that traditional approaches and their scientific rationale are quite well-known and widely disseminated. The underlying premise is that our present scientific and cultural paradigms have severely limited our understanding of this complex area of human health. Thus, the purpose of this paper is to provide balance where significant imbalance now exists, with the hope of improving our ability to help those individuals with weight-and eating-related concerns. In referring to an individual's weight, this manuscript will not use the terms obesity, overweight or overfat except as part of a quotation. It is the opinion of this author and other professionals involved with this new approach that these terms are scientifically ambiguous and culturally biased (Robison & Erdman, 1998) Though there is debate concerning the best terms with which to replace current terminology, &dquo;fat&dquo; or &dquo;large&dquo; will be the terms used in this article.
In the literature, the most commonly used measure of an individual's weight is the Body Mass Index (BMI). This measurement is determined by dividing the weight in kilograms by the square of the height in meters squared (kg/m2). Medical guidelines suggest cutoff points for &dquo;obesity&dquo; of 27.3 kg/M2 and 27.8 kg/m2 for women and men, respectively (Vanitallie & Lew, 1992) .
WEIGHT: AN ECONOMIC, SOCIAL, AND POLITICAL ISSUE
An American Obsession
The current American obsession with dieting and slimness is a cultural aberration.. Throughout history, most cultures have regarded fatness as a sign of success, health, and beauty (Brown, 1993) . Less than 100 years ago Americans equated body fat with money, and excess fat was described as a &dquo;snug balance in the body bank and a comfortable reserve in the case of emergencies&dquo; (Hutchinson, 1926) . A 1908 article in Harpers Bazaar advised readers on &dquo;how to get plump,&dquo; saying &dquo;fat is force and stored up fat is stored up force&dquo; (Harpers Bazaar, 1908) . Fashion models were advised to be &dquo;far from thin, with no suggestion of hollows in the face or the collar-bones, for the camera seems to accentuate such defects&dquo; (Fraser, 1997) .
In the 1950s and 1960s, full-figured women like Jane Russell, Jayne Mansfield, and Marilyn Monroe were considered ideals of feminine beauty. It is informative that Marilyn Monroe maintained a size 12 figure for the movies only through constant dieting, and was often larger (Nadelson, 1995) . Yet she was worshipped by most men and emulated by most women in America at the time. Just 50 years later, Ms. Monroe and other icons of her era seeking employment in the movie industry would likely not be hired, but told to &dquo;go on a diet (and) get a trainer&dquo; (Schneider, 1996) .
Since the 1960s, a preference for slenderness also has taken hold in other Western, industrialized nations. However, due to a confluence of unique social, economic, and political developments favoring the desire for thinness, &dquo;no other culture suffers from the same wild anxieties about weight, dieting and exercise as we do&dquo; (Fraser, 1997) . It is estimated that approximately 40% of adult women and 25% of adult men are attempting to lose weight at any one time (NIH, 1992) . Research also suggests that 50% of adolescents and young women are currently trying to lose weight, even though the majority are already at or below normal weight (Rosen, Tacy, Howell, & 1990) . Even young children are not spared. Research indicates that &dquo;fear of fat, restricted eating and binge eating are common among girls by age 10&dquo; (Mellin, Irwin, & Scully, 1992) and that 60% of fourth and fifth graders weigh themselves every day, worry about being fat, and wish they were thinner (Johnson, 1995) . The &dquo;Diet-Pharmaceutical-Industrial Complex&dquo;
The tremendous pressure to be thin is driven by diet, fashion, cosmetic, fitness, insurance, pharmaceutical and media industries that reap tremendous financial rewards by promoting unattainable expectations, especially for women (Rothbloom, 1994) . In addition, many obesity researchers have economic links to this so-called &dquo;diet-pharmaceutical-industrial complex,&dquo; creating powerful incentives for maintaining the status quo. For example, most members of the National Institutes of Health National Task Force on The Prevention and Treatment of Obesity serve as consultants to both commercial weight-loss programs and to pharmaceutical companies involved in the development of weight-loss medications (NIH, 1996) . Furthermore, &dquo;obesity research is primarily funded by companies that make money by promoting short-term weightloss methods,&dquo; contributing, perhaps, to questionable objectivity in the reporting of research findings (Fraser, 1997) .
Medical support for thinness is one of the important developments contributing to the growth of our current obsession. It is interesting to note that only 100 years ago, American physicians were encouraging people to gain weight, believing that &dquo;a large number of fat cells was absolutely necessary to achieve a balanced personality&dquo; (Banner, 1983) . As late as 1926 Dr. Woods Hutchinson, former president of the American Academy of Medicine, warned that &dquo;the longed-for slender and boyish figure is becoming a menace, not only for the present, but for future generations&dquo; (Hutchinson, 1926) . Today, fatness as chronic disease and weight reduction as cure stand as almost universally accepted medical dogma.
An extensive examination of the history of the development of the complex relationships between weight, health, and American culture is beyond the scope of this paper, but can be found elsewhere (Nichter & Nichter, 1991; Schroeder, 1992; Seid, 1989) .
SCIENTIFIC RATIONALE FOR TRADITIONAL APPROACHES
Continued reliance on weight loss programs as a solution to being &dquo;too fat&dquo; is based on and justified by the medical premises that (1) weights above recommended levels cause poor health and decreased longevity and (2) weight loss increases longevity and improves health. Although these premises are taken for granted by the medical establishment, they are, in fact, &dquo;not well supported by existing studies&dquo; (Blair, 1996) . Extensive examinations of these conflicting data can be found elsewhere (Ernsberger & Haskew, 1987; Gaesser, 1996; and will be summarized briefly here.
The Research: Weight and Health
Weight and Mortality. Approximately 75% of all body weight-mortality studies published since the 1950s &dquo;find weight to be irrelevant to health and mortality issues (except perhaps at the extremes of the Body Mass Index [BMI])&dquo; (Gaesser, 1996) . The lack of support for a positive relationship between weight and mortality remains even after confounding factors such as smoking, preexisting illness, and length of follow-up are considered (Ernsberger & Haskew, 1987) . A recent meta-analysis of the literature concluded that weight levels currently considered moderately overweight were: &dquo;not associated with increased all-cause mortality... and body weight at or slightly below current recommendations was associated with increased risk of mortality ... This quantitative analysis of existing studies revealed increased mortality at moderately low BMI for White men compared to that observed at extreme overweight... Attention to the health risks of underweight is needed, and body weight recommendations for optimum longevity need to be considered in light of these risks&dquo; (Troiano, Frongiilo, Sobal, & Levitsky, 1996) .
While some studies do show increased mortality with increasing weight, most do not, and still others show an inverse relationship at least with mild to moderate fatness, and some even with extreme fatness. For example, data from The Norway Study (Waaler, 1984) , the largest epidemiological study of its kind, indicate that maximum longevity is attained in women considerably overweight by medical standards (BMI 26-28). As BMIs ascend into the &dquo;very obese&dquo; range (34-36) mortality does begin to rise, but only slowly. Even women considered medically to be &dquo;morbidity obese&dquo; (BMI > 44) have a better chance of surviving to age 65 than do women in the leanest group (BMI 18 or less) . Similarly, in the Pooling Project data (McGee & Gordon, 1976) , representing results from the Framingham, Albany, Tecumseh, Chicago People's Gas and Chicago Western Electric Studies, the highest mortality for both men and women occurs in the underweight group. Mortality rates fluctuate considerably but appear to be optimal at levels currently considered 25% -35% &dquo;overweight.&dquo; And mortality rates in the fattest group are actually only slightly lower than in the &dquo;desirable weight&dquo; group.
Weight and Aforbidity. Upon thorough examination of the scientific literature, accepted notions about the relationship between atherosclerotic heart disease and weight also are questionable. Both angiographic and autopsy studies show no relationship between fatness and the degree or progression of atherosclerotic buildup in the coronary arteries (Barrett-Conner, 1985; Keys, 1954; Kramer, Matsuda, Mulligan, Aronow, & Proudfit 1981; McGill et al., 1968; Patel, Eggen, & Strong, 1980) . Some research suggests that fatness may actually be associated with protection from the disease. For example, the largest angiographic investigation of the relationship between weight and coronary artery atherosolerosis concluded that for the 4,500 middle-aged and elderly men and women studied, every 11-pound increase in body weight was associated with a 10% to 40% lower chance of having the disease (Applegate, Hughes, & Zwagg, 1991) . Even with respect to extremely fat persons, weighing on the average well over 300 pounds, studies fail to demonstrate an increase in atherosclerosis, seriously calling into question the link between fatness and this disease (Warnes & Roberts, 1984) . The relative unimportance of body weight in atherosclerosis is further supported by intervention studies demonstrating that disease progression can be halted or even reversed with dietary change without significant weight loss (Arntzenius et al., 1985; Blankenhorn, Johnson, Mack, El Zein, & Vailas, 1990) .
It is well-known that fatness is associated with an increased prevalence of health problems such as hypertension, blood lipid disorders and type II diabetes that are themselves risk factors for cardiovascular disease. However, such a statistically significant relationship between fatness and disease does not prove that fatness is the cause of these problems. In fact, numerous studies have shown that these so called &dquo;weight-related&dquo; health problems can be treated effectively with lifestyle interventions without significant weight loss and in individuals who remain markedly &dquo;obese&dquo; by traditional medical standards (Barnard, 1991; Barnard, Jung, & Inkeles, 1994; Barnard, Ugianskis, Martin, & Inkeles, 1992; Lamarche et al., 1992; Schieffer et al., 1991; Tremblay et al., 1991) . This has led to the suggestion that, for many people, increased weight may be a relatively benign symptom of lifestyle factors such as inactivity and poor dietary habits that also contribute to insulin insensitivity and related diseases including diabetes, hypertension and atherosclerosis (Ernsberger & Haskew, 1986; Iverius & Brunzell, 1985) .
It is less well known that there is a significant body of research that suggests that fatness is associated with significant health benefits. Numerous studies have indicated an inverse relationship between fatness and cancer deaths (Avons, Ducimetiere & Rakoto, 1983; Garn, Hawthorne, Pilkington, & Pesick, 1983; Garcia-Palmieri, Sorlie, Costas, & Havlik,1981; Keys et al., 1985; VVaaler, 1994; Wallace, Rost, Burmeister, & Pomrehn, 1982) . With respect to lung cancer, the leading cause of all cancer deaths, &dquo;the overall consistency in the inverse association of body mass with lung cancer in reported studies is impressive. It is noteworthy that no study shows a significant contrary trend&dquo; (Kabat & Wynder, 1992) . Fatness also has been shown to be protective against osteoporosis, a major source of disability and death in older women, with thin women being twice as vulnerable to the disease as heavier women (Edelstein & Barrett-Conner, 1993; Felson, Zhang, Hannan, & Anderson, 1993) . Additionally, being heavy has been shown to be an advantage in tuberculosis (Tverdal, 1986) and respiratory diseases such as chronic obstructive lung disease, emphysema and bronchitis, even when the effects of smoking are considered (Higgins et al., 1982) .
Weight Loss and Health. The widely accepted assumption that weight loss results in increased longevity and improved health also is not supported by the literature. In fact, &dquo;most epidemiologic studies suggest that weight loss is associated with increased mortality&dquo; (NIH, 1992) . This consistent association holds for all-cause mortality and for mortality from heart disease and stroke for both men and women. It emerges across studies of widely varying methodology and followup and remains unaffected after controlling for the potential effects of preexisting illness and smoking status (Gaesser, 1996) .
Due to the tremendous number of potentially confounding factors involved in epidemiological research, the reasons for this finding are not clear. Short-term weight loss is associated with reductions in risk factors for cardiovascular disease including improvements in blood pressure, glycemic control and lipid and lipoprotein profiles. However, &dquo;given the high likelihood that weight will be regained, it remains to be determined whether these time-limited improvements confer more permanent health benefits&dquo; (NIH, 1992) . Considerable research suggests that the pattern of weight loss followed by weight gain (weight cycling) experienced by most dieters is associated with considerable negative health consequences. Studies point to increased risk for heart disease, hypertension, and diabetes in individuals who are chronically dieting (Blair & Paffenbarger, 1994; Blair, Shaten, Brownell, Collins, & Lissner, 1993; Holbrook, Barrett-Conner, & Wingard, 1989; Lissner et al., 1991) . In addition, recent evidence indicates that weight fluctuation is strongly associated with negative psychological effects in both normal-weight and larger individuals (Foreyt et al., 1995) .
Over the past 40 years, there has been a great deal of research conducted on animal models of human obesity including dogs, swine, rats, and mice (Ernsberger & Nelson, 1988 Wilhelmj, Carnazzo, & McCarthy, 1957) . It is interesting to note that when these animals have their food intake restricted until they lose 20% of their weight and then are allowed to regain that weight (&dquo;weight cycled&dquo;), they develop abdominal obesity, hypertension, blood vessel damage, and heart disease similar to that seen in humans. It has therefore been suggested that the hypertension and other cardiovascular pathologies seen in some fat humans may be the result of losing and gaining weight rather than of the weight itself (Ernsberger & Koletsky, 1993) .
Summary. There is a substantial body of research that contradicts many of the commonly held notions about the relationship between weight and health. In a recent editorial entitled Losing Weight-An Ill-Fated New Year's Resolution, two senior editors of the prestigious New England Journal of Medicine state that &dquo;the data linking overweight and death as well as the data showing the beneficial effects of weight loss, are limited, fragmentary and often ambiguous&dquo; (Kassirer & Angell, 1998) . Given the extremely complex and often contradictory nature of the available literature in this area it has been suggested that: definitive proof of any given hypothesis about the-weight-health correlation is almost impossible at the present time ... (and that) ... in America today the real risks to health and longevity are more likely to come from dieting than from stable weights that are above those recommended by the height and weight tables. (Gaesser, 1996) The Research: Effectiveness of Traditional Approaches The failure of traditional weight management approaches is as striking as is their almost universal appeal. Summarizing the evidence of the effectiveness of these approaches in 1958, pioneer obesity researcher Albert Stunkard, MD, stated:
Most obese persons will not stay in treatment for obesity. Of those who stay in treatment, most will not lose weight, and of those who do lose weight, most will regain it. (Stunkard, 1958) Yet participation in these approaches continues to grow despite the fact that little has changed to alter the validity of this conclusion and it is still true that &dquo;relatively few participants succeed in keeping off weight long term&dquo; (Food and Drug Administration [FDA], 1992) .
The failure to produce sustained weight loss is not, however, the only disturbing consequence of traditional approaches. Chronic dieters &dquo;must learn to not eat when hungry and to terminate eating in response to arbitrary signals that occur well before satiety&dquo; (Polivy & Herman, 1987) . With each new diet regimen, a new set of externally imposed rules and regulations determines the amount, type and combination of foods that should and should not be eaten. Over time, this chronic disuse of innate hunger and satiety signals results in the inability to use normal physiological cues to guide food intake (Polivy, 1996) . Studies show that restricting food intake to lose weight results in a variety of problems, including preoccupation with food and eating, bingeing, and over time, weight gain (Keys, Brozek, Herschel, Michelsen, & Taylor, 1950; Polivy, 1996) . Additionally, the arbitrary rules and regulations accompanying these dietary interventions often lead to an elaborate &dquo;morality&dquo; involving &dquo;good&dquo; foods (fruits and vegetables, whole grains, etc.) and &dquo;bad&dquo; foods (fats, simple sugars, etc.) and feelings of virtuosity and guilt related to eating . This &dquo;diet mentality&dquo; (Omichinski & Harrison, 1996) has contributed to greatly increased anxiety and disordered eating in the general population. The prestigious Tufts University Diet and Nutrition Letter recently commented on the dangers of this trend, saying:
Good nutrition is getting a bad name-one that smacks of rigidity, guilt-making and extremism ... Worse still, some eight out of ten (Americans) think foods are inherently good or bad-that is, the decision to eat a particular item has nothing to do with its context in the diet as a whole, but every single bite they take represents an all-or-nothing choice either for or against good health. (For example)-Two out of 10 Americans are even under the false belief that all fat should be eliminated from the diet. (&dquo;Just what is a balanced diet, anyway ?,&dquo; 1992) Many leading obesity and eating disorder researchers have suggested that heightened concerns about body shape and weight and the resulting epidemic of dieting have contributed to the increased incidence of dangerous eating disorders including anorexia and bulimia nervosa (Berg, 1994; Garner, 1997; Polivy, 1996; . Research indicates that negative eating attitudes and behaviors are widespread and strongly ingrained by adolescence (Attie & Brooks-Gunn, 1992;  Striegel- Moore, 1993) and that bingeing is commonplace among females by the age of 10 (Mellin, Irwin, & Scully, 1992) . Additionally, clinical and laboratory research indicates that bulimia is almost always triggered by dieting (Garner & Garfinkel, 1980; Polivy & Herman, 1985) .
Finally, the relentless pressure to conform to unrealistic body shapes and sizes is wreaking havoc with the body image and self-esteem of women of all sizes. A recent survey in Psychology Today involving more than 3,400 women in their 30s and 40s, with an average weight of 140 pounds, is illustrative of the problem. Among the findings, 24% of the women said they would give up more than three years of their lives to lose weight, 35% considered pregnancy a major source of body hatred, and 50% reported that they smoked cigarettes in order to control their weight. The author of the article concluded that: the magnitude of self-hatred among women is astonishing. Despite being at a weight that most women would envy they are still plagued by feelings of inadequacy. (Garner, 1997) A substantial body of literature supports this extreme body dissatisfaction as a &dquo;normative discontent&dquo; in our culture, especially among young women (Rodin, Silberstein, Striegel-Moore, 1985; Wolf, 1991) .
In spite of the paucity of scientific support for the benefits of weight loss and the proven lack of effectiveness of traditional approaches, the relentless pressure to reduce weight continues unabated. The resistance to change despite this lack of efficacy and the potential dangers of current treatments is perhaps best understood through a brief examination of the scientific paradigm from which the medical approach to weight management developed.
AN OUTMODED PARADIGM
The mechanistic, reductionist, dualistic, patriarchal paradigm or world view that has dominated Western society for the past several 100 years is a legacy of the great thinkers of the Scientific Revolution of which Isaac Newton, Francis Bacon, and René Descartes are the most influential. Among the ideas and values that comprise this paradigm are the view of the universe as a mechanical system, the separation of matter and spirit, the view of life as a competitive struggle for existence and the belief in the natural domination of women by men (Capra, 1991) .
This world view provides the foundation for the biomedical or 'medical model&dquo; that directs conventional approaches to health and disease. The medical model views the human body as a machine, disease as a malfunction of the machine, and the physician as the repair person. There is an overwhelming focus on disease, and particularly on discovering and eradicating the physical determinants of disease (Capra, 1983) . And true to its patriarchal roots, biomedicine has been characterized by a historic neglect of women's health issues (Dreher, 1997; Innlander, Levin, & Weiner, 1988) . Although the medical model has resulted in tremendous advances, particularly in the treatment of acute trauma and illness, it also has contributed to an inability to deal effectively with many of the chronic conditions that have arisen as the result of the rapid progress in civilization over the last 300 years (Dossey, 1991; Gordon, 1996) .
The Body as Machine
Traditional treatment approaches to weight management strongly reflect the underlying assumptions of this 17th century paradigm. The human body is seen as a &dquo;finely calibrated combustion engine that should weigh a certain amount,&dquo; and therefore scientists have issued &dquo;recommendations about exactly how many calories, calibrated to age, height, and activity levels are needed to achieve this goal&dquo; (Scid, 1989) . Because body weight has been considered largely a mechanical matter of calories in (diet) and calories out (exercise), weight management is reduced to a measurable numeric equation and evcryone can attain their goal by merely adjusting these variables.
Furthermore, scientists have determined the exact amount of calories and nutrients needed for health and efficiency, and food therefore has become &dquo;an instrument of science, stripped down to a quantity of energy and deprived of all its sensual and emotional aspects&dquo; (Seid, 1989) . The resulting reductionist view of weight-and eatingrelated issues &dquo;is typical of the medicalization of complex conditions, in which contextual factors are treated as single variables to be overcome&dquo; (Allan, 1994) .
These premises continue to guide medical weight management efforts. Yet it is common knowledge that weight, like almost all other human characteristics, varies according to a normal distribution. Furthermore, the existence of different body types (somatotypes in Western medicine, doshas in Ayurveda) is well documented, and it is likely that each has its own range of normally distributed weights and body fat percentages. William Sheldon, MD, originator of the concept of the somatotype, commented in the 1930s on ideal weights such as those set forth by the height and weight tables, saying &dquo;this kind of foolishness gives some of our best people inferiority complexes&dquo; (Schroeder, 1992) . Strong arguments have been made that these tables are flawed to the point of being relatively meaningless for the majority of people (Gaesser, 1996; Schroeder, 1992) . World renowned researcher Dr. Ancel Keys described them as &dquo;arm-chair concoctions starting with questionable assumptions and ending with three sets of standards for &dquo;body frames&dquo; which were never measured or even properly defined&dquo; (Keys, 1980) . The view of weight control as a simple mathematical relationship between caloric intake and expenditure has been shown to be inaccurate (Bjorntorp & Brodoff, 1992; Bouchard et al., 1990) . Furthermore, the reduction of food to caloric input, devoid of other less measurable qualities, denies the reality of the complex interaction of emotional, psychological and cultural variables that determines voluntary food intake (Thomas,1991} . The resulting diet mentality &dquo;reinforces the split between the dieter's mind and her body, and asks her to distrust her body, which is seen as the source of sabotage&dquo; (Burgard & Lyons, 1994) . This separation of mind from body inhibits the development of internally regulated eating in children (Satter, 1996) and contributes to the current epidemic of adult eating disorders, disordered eating and exercise addiction (Kratina, King, & Hayes, 1996; Wiseman, Gray, Mosimann, & Ahrens, 1992) .
The power of paradigms to direct research and practice in science, even in the face of substantial conflicting information, has been discussed at length (Kuhn, 1962) . Indeed, the influence of social and political fashions on &dquo;objective&dquo; science is the subject of a recent heated debate among scientists (Begley, 1997) . A number of prominent physicians have discussed the limitations imposed on medicine by adherence to the tenets of the &dquo;Cartesian&dquo; paradigm (Dossey, 1991; Engel, 1992; Gordon, 1996) . In his landmark book Meaning and Mediciiie, Larry Dossey, MD, writes that &dquo;our il lusions regarding the body ... that it behaves essentially like a machine ... have paved the way for the loss of meaning in health and illness&dquo; (Dossey,1991 ) . Our continued reliance on interventions based on the &dquo;calorie in vs. calorie out&dquo; and &dquo;ideal weight&dquo; hypotheses in spite of substantial, contradictory scientific evidence and the demonstrated lack of efficacy of such interventions may well be, at least in part, a result of this legacy.
Weight and Patriarchy
The domination and control of man over nature is a central theme of the 17th century world view. According to Sir Francis Bacon, &dquo;nature takes orders from man and works under his authority,&dquo; and the purpose of science is to &dquo;torture nature's secrets from her&dquo; so she can be &dquo;forced out of her natural state and squeezed and molded&dquo; (Merchant, 1980) . It is no mere coincidence that, in a patriarchal culture, nature is described as a female to be controlled and even tortured by a &dquo;masculine&dquo; science. As attorney general to King James I, Bacon was intimately familiar with the witch prosecutions of the era which resulted in the torture and murder of millions of women. Indeed, many of the metaphors used in his scientific writings echo the terminology of these proceedings (Merchant, 1980) . Given this world view, it also is no coincidence that the need to control women's body shape and size to support a particular fashion has long been promoted by medical science in the name of health. Beginning in the Victorian era women wore corsets to achieve the plump, hourglass figure deemed desirable for the leisure class. This style of dress was advocated by the medical establishment though it often resulted in constricted lungs, squeezed livers and bladders and dislocated stomachs (Bennet & Gurin, 1982; Brownmiller, 1984; Rothbloom, 1994) . As the dictates of fashion began to change in the late 1800s, medical recommendations for women followed suit. For the next 100 years, medical science would promote a wide variety of potentially dangerous and sometimes lethal diets, drugs and surgeries to help people reduce their weight in the name of health (Ernsberger & Haskew, 1987) . The vast majority of those participating in and suffering from these &dquo;cures&dquo; would be women, despite the fact that women's fat confers only a fraction of the health risk of men's and may actually carry with it significant health benefits (Schapira, Kumar, Lyman, & Cox, 1990; Schapira et al., 1991; Terry, Stefanick, Haskell, & wooed, 1991) . This legacy continues today, as young girls and women continue to divert significant proportions of their resources to the pursuit of ideals of body shape and size that are, for the vast majority, neither achievable nor healthy (NIH, 1992) .
Keeping women occupied by continually striving toward an unreachable ideal of perfection serves the purposes of a control-oriented, patriarchal society (Allan, 1994; Rothbloom, 1994) . When women's energies are diverted by the pursuit of dieting and body improvement, they are kept from dealing effectively with the realities of existence in a man's world and from participating more fully in art, politics, literature and life in general.
Much has been written concerning the historical association of female fat particularly on the abdomen, buttocks and breasts, with the &dquo;feminine&dquo; values of nurturance, compassion, etc. (Hutchinson, 1994; Seid, 1989; Wolf, 1991) . Throughout history, soft, rounded hips, thighs, and bellies have been considered ideal for women in the vast majority of cultures (Brown, 1993) . As long as women were content to stay at home and bear children, these associations remained relatively intact. It has been argued convincingly that the obsessive hatred of fat in this country began with the women's equality movement and that the more powerful women become, the more pressure there is to alter the aspects of their bodies that distinguish them from their male counterparts (Bordo, 1990; Hirschmann & Munter, 1995; Seid, 1989; Wolf, 1991) . The continuing trend toward an ever thinner, androgynous ideal for women would seem to support this view (Schroeder, 1992) . Thus: taking on the accouterments of the white male world may be experienced by many women themselves as a chance to embody qualities such as detachment, self-containment. selfmastery, and control which are highly valued in this culture&dquo; (Bordo, 1990) .
NEW PARADIGM, NEW APPROACHES
In the past few decades all the major assumptions of the 17th century world view have been shown to be incomplete and in need of revision. Led by recent findings in quantum physics, a new paradigm is developing that focuses on wholeness, the interconnectedness of reality, the integration of the material and spiritual, and renewed emphasis on the feminine characteristics of cooperation and compassion (Capra, 1991; Weil, 1995) . The fields of health and medicine are being profoundly affected by this change, increasing the focus on the need for a truly holistic, comprehensive, and compassionate system of care.
Within this context a new paradigm for weight management has been emerging. The process began in 1979 with the publication of two major reviews that questioned the effectiveness and social appropriateness of traditional treatment (Stunkard & Penick, 1979;  O. W. Wooley, S. C. Wooley, & Dyrenforth, 1979) . Since that time, numerous books and papers have challenged the basic assumptions underlying the current paradigm and the components of an alternative approach have been developed (Berg, 1992; Omichinski, 1992; Parham, 1996; Satter, 1996) .
Though this new approach varies somewhat depending on the source, the philosophy and major foci are remarkably similar. The conceptual bases and major components of this new approach are summarized in Table 1 and Table 2 , respectively (Robison, 1997) . The underlying assumptions (Table 1) include acceptance of the natural diversity in body shape and size, the ineffectiveness and dangers of dieting, and the critical importance of social, emotional and spiritual as well as physical factors to health and happiness. The major components of this approach (Table 2) all support a holistic view of health that promotes &dquo;feeling good about oneself, eating well in a natural, relaxed way, and being comfortable active&dquo; (Burgard & Lyons, 1994) These components are reviewed below and references are included for more thorough investigation.
Self-Acceptance
The most important component of the new paradigm approach is self-love and acceptance. Self-acceptance is not a denial of the importance of self-care but is rather an that, just as human worth is not based on race, color, or creed, it also is not dependent on body weight, shape, or size. Our obsession with thinness has spawned what may be the last acceptable prejudice against individuals who do not live up to our unrealistic cultural standards. Like racism, sexism, antisemitism, and homophobia, this weightism:
is based on visible cues, i.e., the fat person is discriminated against primarily because of the way she looks ... defines an entire group of people numbering in the millions within a narrow range of negative characteristics and behaviors ... elevates the status of one group of people at the expense of another ... and serves as a vehicle for the bigot's own anxieties, frustrations and resentments (Goodman, 1995) .
The result of this prejudice is rampant social, economic, and educational discrimination against larger individuals (Fraser, 1997; Goodman, 1995; Gortmaker, Must, Perrin, Sobol, & Dietz, 1993; Rothbloom, 1994) . As with all forms of prejudice, however, it is not only the persecuted group that suffers. Women of all sizes suffer from an intense fear of fat that plays havoc with their self-esteem and promotes disordered eating and exercise behavior. Men suffer as well, &dquo;by participating in a culture that defines the worth of more than one-half the population in terms of physical appearance, rather than by the recognition of truly meaningful qualities such as honesty, compassion and love&dquo; (Robison, 1996) .
As we strive to honor diversity in other areas, self-acceptance must also be encouraged by honoring the natural diversity in the human form and by more effectively challenging cultural weight prejudice. Health professionals from all disciplines must begin by confronting their own prejudices and must learn strategies to empower their clients to do the same. Materials have been developed to assist health professionals with the process of understanding and combating their own weight prejudice (Erdman, n.d.; National Association for the Advancement of Fat Acceptance [NAAFA] , b). In addition, a number of excellent books, written by larger women health professionals who have struggled with the pain of growing up in a thin-obsessed culture are available to help clients begin the long and difficult journey toward self-acceptance (Bruno, 1996; Erdman, 1995 Erdman, , 1997 Johnson, 1995) .
Physical Activity
Physical activity is widely recognized as an important element in human health, yet the majority of Americans of all sizes remain sedentary. Part of the problem may lie in the &dquo;old paradigm&dquo; approaches used to encourage people to become more active. As Thomas Moore writes in Care of the Soul:
Usually we are told how much time to spend at a certain exercise, what heart rate to aim for, and which muscle to focus on for toning ... If we could loosen our grip on the mechanical view of our own bodies and the body of the world, many other possibilities might come to light ... Body exercise is incomplete if it focuses exclusively on muscle and is motivated by the ideal of a physique unspoiled by fat (Moore, 1994) .
The new paradigm approach focuses on promoting movement that is social, playful and pleasurable and includes activities connected with everyday living such as walking and gardening. Movement is for enjoyment, camaraderie and improved quality of life, not calorie burning and weight loss (Lyons & Burgard, 1988) . Evidence supports that physical activity can positively affect health and longevity regardless of weight status (Krotkiewski, Mandroukas, Sjostrom, Sullivan, & Wetterquist, 1979; Tremblay et al., 1991) and recent research suggests that: if you're fit ... being 25 or even 75 pounds overweight is perfectly healthy. And if you aren't fit, being slim gives you no protection whatsoever (Barlow, Kohl, Gibbons, & Blair, 1995; Fraser, 1996) .
In addition, this alternative paradigm acknowledges the prevalence of sedentary living in our society as largely a cultural phenomenon that can be significantly impacted only by addressing cultural barriers (Robison & Rogers, 1994) . This is especially true for larger individuals, many of whom are deterred from engaging in physical activity by fear of the ridicule and humiliation that they have endured as a regular, ongoing part of their lives (Garner & Wooly, 1991) . For many such individuals, movement can be a means of beginning to rediscover and reconnect to the bodies they have been taught to hate and ignore (Lyons, 1995) .
Normal Eating
The third focus of this alternative approach involves the concept of normal eating. Healthy, balanced eating is generally accepted as an important component of a healthy lifestyle. However, the externally focused, restrictive methods used by diet programs rarely succeed in helping people to permanently change their eating habits. Research on the caloric intake of larger individuals is equivocal at best, but it does not provide conclusive evidence that fat people chronically overeat Rolland-Cachera & Bellisle, 1986;  Striegel-Moore & Rodin, 1986) . There is strong evidence that human beings are capable of regulating caloric intake according to internal hunger, satiety and appetite signals (Davis, 1928; Johnson & Birch, 1994) and that chronic food restriction such as dieting interferes with this process and actually increases the likelihood of overeating (Johnson & Birch, 1994; Polivy, 1996) . The innate ability of humans to regulate food intake is also a basic tenet of Ayurveda which suggests that we &dquo;eat a balanced diet naturally, guided by our own instincts, without turning nutrition into an intellectual headache&dquo; (Chopra,1991 ) . The new paradigm approach refutes the concept of &dquo;good&dquo; and &dquo;bad&dquo; foods and discourages the use of externally focused eating strategies such as calorie and fat-gram counting. Instead, all foods are legalized and the focus is placed on reducing anxiety about eating, calories, fat, etc. and relearning to regulate food intake in response to physiological hunger and satiety cues (Hirschmann & Munter, 1995; Satter, 1987) . Individuals are taught to listen to and trust their bodily signals as to what, when and how much to eat.
As a result of being more aware of internal signals, individuals may or may not decrease their,weight. However, normalizing eating is likely to improve the overall health of the patient by reducing the anxiety, guilt, preoccupation with food, bingeing, and weight cycling commonly associated with restricted eating (dieting). Though more scientific confirmation of this hypothesis is needed, initial research is suggestive of this conclusion (Armstrong & King, 1993; Carrier, Steinhardt, & Bowman, 1993; Ciliska, 1990; Omichinski & Harrison, 1995; Rosen, Orosan, & Reiter, 1995; Roughan, Seddon, & Vernon-Roberts, 1990 ).
IMPLICATIONS FOR PRACTICE

Redefining Success
The underlying goal of current paradigm approaches to weight management is for people to be smaller, i.e., lose weight. This is an inappropriate and unacceptable goal. The relationship of weight loss to improved health is not supported by the literature, weight loss is not (at the present time at least) a sustainable outcome for the vast majority of people, and there is considerable evidence that promoting weight loss violates the underlying health care principle of &dquo;first do no harm.&dquo;
The goal for health professionals in this alternative approach (Table 2) is to empower their clients to live healthier, more fulfilled lives by honoring and caring for the bodies they presently have. A healthy weight is defined as that which is achieved as an individual strives for a more full and balanced life (Burgard & Lyons, 1994) . Success s with this approach can be measured on a variety of levels. Improved quality of life and amelioration of medical problems and health risks, with or without weight loss, are the most important measures of success (Atkinson, 1993; Robison, Hoerr, Petersmarck, & Anderson, 1995) . Changes in health-related behavior patterns such as decreased reliance on medications, increased physical activity, normalized eating behaviors and improved quality of food intake also can be measured.
Focus on Health
Removing the focus on weight does not imply ignoring health risks and medical problems. On the contrary, this new paradigm approach strongly acknowledges health as a complex, dynamic interplay of social, emotional, ecological and spiritual as well as physical factors (Robison, 1997) . The reductive focus on weight can obscure or even exacerbate these factors (Brink, 1992; NIH, 1992; , whereas removing this focus enables practitioners to view clients more appropriately as complicated &dquo;wholes&dquo; that are more than the sum of their parts. Furthermore, the focus on selfacceptance is critical because motivation for successful health behavior change is enhanced when individuals accept and value themselves just as they are (Gavin, 1992; Johnson, 1995; Kornfield, 1993) .
The New Paradigm proposes that the goal of interventions should be behavior, lifestyle, and/or attitude change, not weight loss. This is true whether the intervention involves improved self-esteem, physical activity, normal eating, or any combination thereof. This is a critical distinction between the new paradigm and traditional approaches. It suggests that an appropriate healthy weight can not be determined by a set of numbers on an ideal height and weight chart, or associated BMIs or body fat percentages, but only by observing the weight at which an individual's body settles as he or she strives toward a more balanced and healthy lifestyle.'The new paradigm does not suggest that all people are at a weight that is the most healthy for their circumstances. What it strongly purports is that the movement toward a healthier lifestyle will, over time for most people, produce a weight that is healthy for that person. Focusing on weight, rather than on health, is most likely to produce weight cycling and over time, increased weight. Although this new approach is often deemed radical upon initial inspection, it actually is congruent with the conclusion statement of the 1992 National Institutes of Health Consensus Conference that: a focus on approaches that can produce health benefits independently of weight loss may be the best way to improve the physical and psychological health of Americans seeking to lose weight (NIH, 1992) .
Results of preliminary investigations suggest that these types of approaches can help to reduce anxiety, normalize eating behaviors and improve self-esteem in chronic dieters (Carrier, Steinhardt, Bowman, 1993; Omichinski & Harrison, 1995; Rosen et al., 1995; Roughan et al., 1990) . With individuals suffering from type II diabetes, hyperlipidemia, and hypertension such approaches improve self-esteem, increase feelings of self-control, reduce guilt and decrease health risks (Armstrong & King, 1993) .
Because prescribing weight loss is ineffective and potentially harmful, health professionals should refrain from doing so. To do otherwise, &dquo;flies in the face of everything else we do in medicine. We don't offer new forms of treatment until they're relatively safe and they're effective&dquo; (Garner, 1995) . Advising people to lose weight, particularly in the context of an unrelated issue, is likely to cause shame and embarrassment and diminish that person's further seeking of medical care (Armstrong & King, 1993; Olson, Schumaker, & Yawn, 1994) . This is not to suggest that health professionals should not provide effective health care for individuals of all sizes. When larger individuals present with medical problems, health professionals should consider and offer the same approaches that they would for a thin person with similar presenting problems (Burgard & Lyons, 1994) . Because of the potential health risks of weight loss and weight fluctuation, this approach may be most important for larger individuals who are at higher medical risk due to hypertension, diabetes, coronary artery disease, etc. In the case of a thin person with essential hypertension, for example, conventional medicine suggests dietary changes, increases in aerobic physical activity, and stress management followed by medication, if necessary. Yet a larger individual presenting with the same diagnosis is told to lose weight, despite all that is known about the most likely consequences of this prescription.
Integrated Approaches
Once the underlying paradigm is shifted, focusing interventions on health rather than weight, integrated approaches incorporating the most appropriate therapies from conventional and alternative medicine can be implemented. For the individual presenting with hypertension, an integrative approach would include medically excluding potential secondary causes, followed by a comprehensive intervention involving diet, physical activity and stress management strategies that could include a wide range of alternative as well as conventional modalities. Regardless of the size of the client, alternative/complementary practitioners can offer a broad array of potentially healing modalities for conditions such as essential hypertension. Relaxation and meditation techniques, guided-imagery, biofeedback, acupuncture, and various forms of bodywork may all,be helpful in dealing with this type of complicated, multifactorial. problem. In the case of an individual with compulsive eating issues (regardless of size), an integrated approach could include referral to an appropriate nutritionist or therapist and/or perhaps some form of body work and/or a group support program, again potentially involving a combination of conventional and alternative practitioners. This approach can be followed regardless of the individual's presenting problems. Because the new paradigm defines a healthy weight as the weight at which a person's body settles as he/she strives for a more balanced and healthy lifestyle, these kinds of integrated, comprehensive interventions may result in weight loss or stability for some, but can result in improved health regardless of weight status. Even with individuals experiencing serious conditions such as hypertension and type II diabetes, where weight is commonly seen as such an important risk factor, conventional interventions can improve people's health status and risk without changes in weight, and even in individuals who remain markedly fat (Barnard, Jung, & Inkeles, 1994; Blankenhorn et al., 1990; Tremblay et al., 1991) . Potentially, integrated approaches involving both alternative and conventional strategies could be even more effective and reach greater numbers of people.
For extremely fat individuals, there is sparse evidence that traditional interventions are any more effective than they are with mildly or moderately fat individuals. In this regard, the question posed by one leading researcher seems appropriate. &dquo;If it has been established that the treatment is ineffective, why would it be effective for someone whose condition is severe?&dquo; (&dquo;To diet or not? The experts battle it out,&dquo; 1994). Because extremely fat individuals are at increased medical risk in many cases, the use of these ineffective and potentially dangerous interventions would seem to be even more contraindicated. It is commonly argued that the risks of such interventions are outweighed by the risks of the excessive fatness. While this possibility cannot be ruled out for all individuals, some research indicates that the large weight losses and regains that typically follow intensive interventions designed for extremely fat individuals may greatly increase mortality above that which would be expected in similar populations not participating in these interventions (Drenick, Bales, Seltzer, & Johnson, 1980) . It may be, therefore, &dquo;ironic that most such deaths are blamed on the victim's overweight rather than the true culprit, radical attempts to lose weight&dquo; (Herman & Polivy, 1983) . Because extremely fat individuals may have complicated and long-standing issues related to their weight and health, the proposed integrated, comprehensive strategy focusing on &dquo;approaches that can produce health benefits independently of weight loss&dquo; (NIH, 1992) may hold the potential for being even more beneficial.
This type of approach is appropriate for psychological as well as physiological conditions. For some larger individuals, underlying psychological issues may contribute to weight-and eating-related problems (Felitti, 1993) . For others the shame, discrimination and isolation encountered in a thin-obsessed society, combined with the constant preoccupation with dieting, may contribute significantly to the development of psychological problems that affect eating and weight (Schroeder, 1992) . The emphasis on self-acceptance in the new paradigm approach acknowledges the importance of mental health and the multifaceted nature of weight-and eating-related concerns. Alternative practitioners can offer their array of healing modalities and their compassionate, holistic approach to complement conventional approaches to helping clients with psychological issues, whether they arise from trauma related to family dysfunction, societal discrimination, or any combination thereof. The guidelines in Table 3 have been adapted to help alternative practitioners work more compassionately and effectively with larger individuals (NAAFA, a; Erdman, n.d.).
Shifting the Paradigm
Americans have voiced dissatisfaction with the limitations of the biomedical model and have called for and are willing to support a more holistic, compassionate approach to health care (Eisenberg et al., 1993) However, alternative/complementary approaches will not fill this gap if they are delivered using old paradigm assumptions as a foundation. With people flocking to alternative practitioners in unprecedented numbers, and given the tremendous social and economic pressures supporting our cultural obsession with thinness, it is likely that weight and health will become a major issue for alternative health care. Already, popular magazines and TV &dquo;infomercials&dquo; tout advertisements for alternative &dquo;breakthroughs&dquo; for weight loss involving acupuncture, aromatherapy, reflexology, herbs and other natural products (Berg, 1995 (Berg, ,1996 Kelly, 1996; Rosencrans, 1996) . One prominent mind-body advocate has even suggested that Feng Shui can be effective for producing weight loss (Northrup, 1997) . Centers advertising themselves as holistic or alternative often offer body-fat testing and weightloss programs along with massage, homeopathy and spiritual counseling. Conferences on holistic and alternative medicine are including the latest reincarnation of the low- (Omega, 1997) . Furthermore, speakers at these conferences may include derogatory comments about their own or other people's s body weight along with the latest findings in mind-body medicine and psychoneuroimmunology (Personal observations, 1997) .
These old paradigm approaches to weight management perpetuate myths and prejudices that are incompatible with a truly holistic, compassionate health care system and society (Allan, 1994) . In the absence of any evidence of long-term efficacy, alternative treatments promoting weight loss will continue the legacy of failure and potential harm of conventional interventions. Concerning approaches to weight management under the medical model, it has been said that, &dquo;the cultural myths of the practitioners largely shape clinical practice in spite of the biological science base&dquo; (Ritenbaugh, 1991) . Alternative/complementary health care practitioners who apply their treatment modalities without altering the underlying paradigm will be acting in a manner &dquo;every bit as mechanistic, power-oriented, interventionist, and invested&dquo; as conventional practitioners (Horrigan & Reilly, 1995) . Reinforcing our culture's obsessive focus on thinness trivializes the complexity and wonder of human existence and contradicts the emerging world view assumptions of wholeness and interconnectedness.
Our bodies, our fitness, and our food should not be our paramount concerns. They have nothing to do with ethics, or relationships, or community involvements, or with the human soul or spirit. They have nothing to say about the meaning orpurpose of ii fe ... They give us no purpose beyond ourselves. It is a religion appropriate only for a people whose ideals do not extend beyond their own physical well-being and whose vision of the future-and of the past-is strangely empty. Surely Americans can produce a worthier creed (Seid, 1989) .
As practitioners and advocates of holistic, integrated, compassionate health care, surely we can meet this challenge.
